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QMB No.: 0938
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE/TERRITORY: Hiinois
METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES - OTHER TYPES
OF CARE
Payment of Medicare Part A and Part B Deductible/Coinsurance

QMBs: Part A _SP* Deductibles SP* Coinsurance

Part A Full**Coinsurance

Part B _SP_ Deductibles SP Coinsurance
Other PartA _SP* Deductibles _SP*_ Coinsurance -
Medicaid Part A Full**Coinsurance
Recipients  Part B _SP_  Deductibles SP_ Coinsurance
Dual Part A _SP* Deductibles SP* Coinsurance
Eligible Part A Full**Coinsurance

(QMB Plus) PartB _SP_ Deductibles SP_ Coinsurance

*For those itle XVII services not otherwise covered bvy the Title XIX State Plan, the Medicaid
agency will establish rates for those services at 80% of the full Medicare allowable charge for use
in determining the amount of coinsurance and deductible due the provider.

** Applies to skilled nursing services only.
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